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the  

to  

State: LOUISIANA 

3. I(a)( I )  Amount. Duration. and Scope of  Services: categorically Need) 
(Continued) 

X Program of All-Inclusive Care f o r  the Elderly (I'AC'Ii) services 
as described and limited in Supplement 3 to Attachment -3. I -A.  

theATTACHMENT -3. I -A  identifiesmedical and remedial 
services the Otherprovidedtocategorically need.. (Note: 
programs t o  be offered to categorically Need), beneficiaries would 
specif), all limitations on the amount. duration and scope of those 
services. AS PACE servicesprovides totrail elderly 
populationwithoutsuchlimitation.this i s  notapplicableIbrthis 
program. other bcInaddition.programs offered t o  
CategoricallyNeed)beneficiaries \\auld also l i s t  the additional 
coverage -that i s  in excess of establishedservicelimits-for 
pregnancy-related services for conditions that ma! complicate the 
pregnancy. As PACE is  for the frail elderly population. this a l so  i s  
not applicable lhr this program.) 



is  

20c 

State: LOUISIANA 

3.1(a)(2) Amount. Duration. and Scope of Services: Medicall) Need) 
(Continued) 

..__~Program of All-Inclusive Care for the elderly (PACI )  services. 
as described and limited in  Supplement 3 to Attachment 3.1 - A .  

servicesATTACHMENT -3. I-B identifies provided t o  each 
covered group of the medically needy. (Note: Otherprograms t o  
be offered to MedicallyNeedybeneficiaries would specify all 
limitations on theamount.durationandscope o f  thoseservices 
AS PACE provides services to thc frail elderly population without 
such limitation. this is not applicable l i x  t h i s  program. I n  addition. 
otherprograms t o  be offered to Medicall) Need), beneficiaries 
wouldalso list theadditionalcoverage --that is i n  excessq of  
established limits- for pregnancy-relatedservice services liw 
conditions that may complicate the pregnant)'. As pace is 101.  the 
frail elderly thispopulation. also not applicable fix this 
program.) 



Attachment 3 .  I -A 
Page I 1 

State: LOUISIANA 

AMOUNT, DURATION. AND SCOPE OF MEDICAL, 

A N D  REMEDIAL CARE A N D  SERVICES TO THE CATEGORICALLY NEEDY 


27. 	 Program of All-InclusiveCarefortheElderly(PACE)services. as described i n  
Supplement 3 to Attachment 3.1 -A. 

>( Election of PACE: by virtue ofthis submittal. the State elects pace as an 
optional State Plan service. 

No election of PACE: by virtue ofthis submittal. the State elects to not add 
P A C E  as an optional State Plan service. 



State: LOUISIANA 

AMOUNT, DURATION, AND SCOPE OF MEDICAL, 

A N I >  r e m e d i a l  CARE AND SERVICES TO THE MEDICALLY NEEDY 


27. 	 program of All-InclusiveCare for the Elderly (PACE) services. as described i n  
Supplement 3 to Attachment 3.1-A. 

-	 Election of PACE: by virtue ofthis submittal. the State elects PACE as an 
optional State Plan service. 

X N o  election of PACE: by virtue ofthis submittal. the State elects to n o t  add 
PACE as an optional State Plan service. 



STATE plan under TITLE XIX OF THE SOCIAL SECURITY ACl  

State of Louisiana 

Name and address of  State Administering Agent),. if different from the State Medicaid Agene\. 

I .  eligibility 

A .  -X .~'l'heState determines eligibility lbr  PACE enrolleesunder rules apply ing t o  
institutionalgroupsasprovided for i n  section1902(a)(IO)(A)(ii)(VI) of  the Act (42 
('l..l? 435.2 17 i n  regulations).TheStatehaselected to cover under its State plan the 
eligibility groups specified undertheseprovisions i n  the statuteandregulations. 'I'he 
applicable groups are: 

43 ('1:R 435.120 and 42 CI-K 4-35.236 

( I  1' this option is selected. please identify. b!, statutory andior regulatory reference the 
institutional eligibility group or groups under which the State determines eligibility l0r 
PACE enrollees. Please note that these groups must be coveredunder the State's 
Medicaid plan.) 

t 3 .  X ThcStatedetermines eligibility for PACE enrolleesunder rules apply ing t o  
institutional groups, but chooses not to apply post-eligibility treatment o f  income rules 
t o  thoseindividuals.(Ifthisoption is selected. skip t o  I I  - compliance and State 
Monitoring of the PACE Program. 

C' . .~ -TheStatedetermineseligibility for PACE enrolleesunderrules applying t o  
institutionalgroups.andappliespost-eligibilitytreatment o f '  income rules to those 
individuals as specified below. Note that the post-eligibility treatment of income rules 
specified below arethe S a m  asthosethatapply t o  the State's approved IlC13S 
w a i v e r  



State of Louisiana 

(a)  Sec. 435.726-states which do not use more restrictive eligibility 
requirements than SSI. 

1 .  	 Allowances f’or theneeds of the: 
(A.)  Individual (check one) 

1 .  Thefollowingstandard includedunder thc state plan 
(check one): 

(a) SSl 
(b) -.___Medically Need) 
(c) __l h e  special income level f b r  the institutionalized 
(d) ~ Percent ofthe Federal povertyLevel: -~ %, 
(e) ~ Other (specify): 

~ 

2. 	 The following dollar amount: $ 
Note: If this amount changes, thisitem will be r e v i s e  

3. Thefollowingformula is used to determine thc needs 
allowance: 

Note: I S  the amount protected for PACE enrollees i n  item I is equalto. or greater than the 
maximum amount of income a PACE enrollee may have and be eligible under PACE. enter NIA 
i n  itelus 2 and 3 .  

(B.) Spouse only (check one): 
I .
2. 
3.
4.


5 .-. 

6..

7. ~ ~~~ ~ 

SSI Standard 

Optional State Supplement Standard 

MedicallyNeedyIncomeStandard 

Thefollowingdollaramount: $ 

Note: If this amount changes. this itern w i l l  be revised. 

Thefollowingpercentage of thefollowingstandard 

that isnot greaterthanthestandardsabove: Yo os 


standard. 
Theamount i s  determined usingthe Sollo\\ing formula 

Not  applicable ( N / A )  



(C.) Family (check one): 
I .  ___ AFDCNeedStandard 
2.- MedicallyNeedyIncomeStandard 

'l'hc amount specified below cannot exceed the higher of the need standard li)r a family o f '  
the same sizeused todetermine eligibilityunderthe State's approved AFIIC plan o r  the 
medically need?, income standard established under 435.81 1 for a famil), ofthe same size 

4,__ 

3 .__ 

6.
7.-_ 

The following dollar amount: $-~-- ~ 


Note: Ifthis amount changes. this item nil1 he revised. 

The following percentageni'thefollowingstandard 

that is
not greater than thestandardsabove: 

~~~~~ 

%l 

0f standard. ____ 
The amount is determined using the following formula 


Other 

Not applicable(NIA) 


(13) Medical and remedial care expenses i n  42 CFR 435.726. 

Regular Post Eligibility 

7
&. ~-	 209(b) State. a Statethat is usingmorerestrictiveeligibilityrequirements
than SSI. The State is using the post-eligibility rules at 42 C f R  435.735. 
Payment for PACEservices is reduced by theamountremaining after 
deducting the following amounts from the PACE enrollee's income. 

(a) 42 CFR 435.735-States using more restrictive requirements than SSI 



Supplement 3 t o  Attachment 3 .  I -A 

Page 4 
s t a t e  PLAN UNDER TITLE XIX OF THE SOCIAL security ACT 

State ofLouisiana 

(e) __Other (specify):
2.~'l'he following dollar amount :  $ 

Note: If this amount changes, this item will be revised. 
3.-The following formula is used to determine the needs allowance 

Note: I f '  the amount protected fbr PACE enrollees i n  item I is equal to, or greater than the 
maximum amount of income a PACE enrollee may have and be eligible under PACE enter N/A 
i n  items 2 and 3 .  

(�3.) Spouse only (check one): 
1 .  The followingstandardunder42 CFR 433.12 I : 

i. 
3 
~-The Medicall), Need) Income Standard 

-	 ___ - ~ ~ ~

dollar3 .  'The followingamount: $ .. 
~ 

Note: lfthis amount changes. this item will be revised. 
4 .-The follow ing percentage ofthe following standard that is not 

standardsgreater than the above: Y" O f '  ~-~ ~___ 
standard. 

5 .  -'The amount is determined using thefollowingformula 

~ 

6.- Not applicable(NIA) 

(C.) Family (check one): 
1 AFDC Need Standard 

Needy Standard2. Medically Income __ 

The amount specified below cannot exceed the higher of the need standard for a family of the 
same size used t o  determine eligibility under the State's approved AFDC plan or the medically 
need! income standard established under 435.81 1 for a family ofthe same site 



Supplement 3 to Attachment 3. I -A  

Page s 
state PLAN u n d e r  TITLE X I X  OF T H E  SOCIAL SECURITY ACI' 

State ofLouisiana 

5.-The amount is determined using the following f o r m u l  

6.  	 Other 

7.- Notapplicable (N/A)  


(17) Medical and remedial care expenses specified i n  42 CFR 435.735. 

.>. 
~~ 	 Stateusesthepost-eligibilityrulesofSection 1924 ofthe Act (spousal

impoverishment protection) to determine the individual's contribution toward 
thecost of PACE services if it determines the individual's eligibility under 
section1924oftheAct.Thereshall be deductedfrom the individual's 
monthlyincome a personalneeds allowance (as specified belo\$.). and a 
community spouse's allowance.allowance. a fatnil). and an amount for 
incurredexpenses for medical orremedialcare.asspecified i n  the State 
Medicaid plan. 

( a . )  Allowances 6 r  the needs ofthe: 
1 .  	 Individual(checkone) 

(A.)-The following standard included under the state plan 
(check one): 

1 . SSI 
2. MedicallyNeedy 
7
3 . Thespecialincome level for the institutionalized 
4. Percent of the Federal poverty l e v e l  %" 

5 .  ___Other (specify): ~~ 

(B.) Thefollowing dollar amount: $ 
Note: If this amount changes. this item will be revised. 

(C.)-	 The following formula is used to determine the needs 
allowance: 

If this amount is different than the amount used for the individual's 
maintenance allowance under 42 CFK -332.726 or -32 CFR 435.735. 



explain why you believe that this amount is reasonable to meet the 
individual's maintenance needs in the community: 

I I .  Rates and Payments 

A .  I'he State assures CMS that the capitated rates w i l l  be equal to or less than the cost t o  
the agent)' of providing those same fee-for-service State plan approved services on a 
tee-for-service basis. to an equivalentnon-enrolledpopulationgroupbasedupon the 
folkwingmethodology.Pleaseattach a description o f .  thenegotiated rate setting 
methodology and how the State will ensure that rates are less than the cost i n  fee-for 
service. 

1 .X Rates are set at a percent of fee-for-service costs 
-.7 

~ ~~ 	 experiencebased contractors/State'scostexperience o r  encounter 
dateplease describe) 

7 Community Rate (please.>. Adjusted describe) 
(please4.

~~~ Other describe) 

H. 	' lhc State MedicaidAgencyassures that therateswere set i n  a reasonableand 
predictable manner. Please list the name, organizational affiliation of any actuary used. 
and attestation/description for the initial capitation rates. 

C ' .  	'l'he Medicaidpayment to a PACE organization onbehalf of a Medicaid-eligible 
participant shall be a prospective monthly capitated amount that is less than the amount 
that would otherwisehave been paid underthe State planif theparticipant \cas n o t  
enrolled under the PACE program. 

I ,  I'hc PACE capitationrate is set as apercentage o f  the IJPL f o r  whatthe State 
\\auld have expected t o  pay under fee-for-service for the enrollees. The rate shall 
not exceed 95% of the UPL.  The UPL was established by utilizing a l l  payments 
and months o f  eligibility for nursingfacilityand HCBS waiverenrollees f b r  the 

Adult Day Health waiverselderly/disabled and Care who met the PACE 
enrollmentcriteria.includingrequiring a nursing facility level of care nho arc 



state p l a n  under TITLE XIX OF THE social SECURITY ACT 

State ofLouisiana 

QMB plus Medicaid (non-QMB) and SLMB Plus. Claims for QMB only QDWl. 
SI.MB Only. and Qls were excluded based on Type Case. 

2 .  	 Claimsandeligibilitydatawerecollected for all PACE eligibleindividualsand 
three rate groups were established - those with Medicare Part A or Medicare Parts 
A Kc B: those w i t h  Medicare Part B only andthosewithMedicaid only .l'hc 
averagecost per enrollee per month for each rate groupwascalculated for each 
month based on date of service by dividing the total cost of  all PACE eligibles b! 
the total eligible member months for those eligibles for a twenty-four month period. 
I n  order t o  accommodate lag time between date of service and date o f  payment data 
\ \ a s  extracted i n  lune from claims paid as of the end of Ma!, 2004. A I7 months 
average was calculatedand multiplied by 12 toestimateannualaveragecost pcr 
enrollee for  SI:Y 2002-03. Percentage change betbeen the t w o  periods wastaken 
I11r projecting utilization trends for thefuturecontractperiod.adjustments \\ere 
made t o  reflect third-partyliability,pharmacy rebates. enrollee cost sharingand 
programmaticchanges in fee-for-serviceafterthedatawascompiledsuch a s  
implementationofStatePlanoption for LongTerm-PersonalCareServices.The 
base k.FS was then trended t o  the contract period and adjusted t o  reflect the upper 
payment l imi t .  Inflation basedonhistoricalfee-for-service data was used. Rates 
\\ere set as a percentage of the IJPL,. Medicare b u y  in costs were not included. 

-3. 	 Medicaid will continueto pa)' fee-for-servicepaymentsfordeductiblesand co
insurance l'or QMB Only, QDWI. SLMB Only and Qls as the!, arc not included i n  
the lJP1,o r  capitated rate calculation. 

4. 'l'hc State is using the open cooperative contracting option and plans t o  set the rate 
n o t  t o  exceed 95% of the UPL. taking into consideration the start-up costs. 
experience wit11 managed care. etc. 

11. there shall be a minimum oftwo Medicaid upper payment limits calculated annuall): 

1 .  one lbr participants who are eligible for both Medicare and Medicaid: and 
3. one iiw participants who are eligible only for Medicaid. 



state p l a n  UNDER TITLE XIX OF T H E  SOCIAL. s e c u r i t y  A C I  

State of Louisiana 

A .  	Participantsshall be eligible for Medicaidpayment of the PACE premium on thcir 
behalf' if the) meet the categorically needy income and resource criteria for  Medicaid 
e l ig ib l e  for a nursingfacility or homeandcommunitybasedwaiver services. N o  
retroactive capitated payments shall bc made 

13. 	 Medicaid payment to a PACE organizationshall be made for eachMedicaid eligible 
participant who is identified o n  Medicaid files as linked t o  the PACE provider and is 
enrolled for the subsequent month. Enrolled participants are those who have signed an 
enrollment agreement and who have been linked by Medicaid t o  the PACE provider. 


